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 TO:  KASPER System Users 
 
 
 FROM:  KASPER Staff 
 
 
 DATE:  February 8, 2005 
 
 
 SUBJECT: New KASPER Request Form 
 
 

Since the inception of the KASPER program in 1999, there has been a form required to request a 
KASPER report.  Enclosed is the new report request form.  Please destroy all older KASPER 
request forms and begin using the new form immediately.   
 
Over the last few months we have been working on a web-based KASPER reporting system as well 
as developing a new process for processing faxed requests.  The new system will be ready to 
implement in the near future. Please begin using the enclosed form to request reports via fax. When 
the new system becomes operational, we will not be able to process the old request forms. 
 
When the web-based system becomes available, you will receive more information explaining how 
you may utilize the new technology. 
 
If you have any questions, please contact the KASPER staff at (502) 564-7985. 
 
Thank you for your cooperation! 

 
 
 



Kentucky All Schedule Prescription Electronic Reporting (KASPER)  
DCB-15P 

   01/05 
 

          REQUEST FOR KASPER REPORT 
For KASPER Staff Only Please print or type information in all fields.    
 
Patient   
Name ________________________________________    Date Range for Report  
     First     Last 
Address ________________________________________    From ________________  To ________________ 
                  mm / dd / yyyy        mm / dd / yyyy 
City _________________________, ____ Zip ______          DEA# _____ ______________________________ 
 
ID _______________________________________     Requestor Name ________________________ 
    ID Type (check one):  SSN   Driver’s License            Print Name of Prescriber or Pharmacist 

DOB _______  / _______  / _______________        Fax Back   ________________________ 
    mm           dd         yyyy 
 

Is/was the patient known by other names? Other Names*      
Does/did the patient have other addresses? Other Addresses**  
 
 

          Requestor Details 
 

___________________________________ 
Prescriber or Pharmacy Address 
 
____________________________________ 
Prescriber or Pharmacy City, State, Zip 
 
____________________________________ 

       Facility or Pharmacy Contact Name 
 ____________________________________ 
 Prescriber or Pharmacy Telephone     
                  
 

I certify that the information will be used for the purpose of providing medical or pharmaceutical treatment to a 
current or prospective patient. 
 
________________________________________________ 
Requestor Signature (Prescriber or Pharmacist) 
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 * Other Names (check Other Names box, above)
 
1. ______________________________________________ 
      First     Last 
2. ______________________________________________ 
      First     Last 
3. ______________________________________________ 
      First     Last 
 

 **Other Addresses (check Other Addresses box, above) 
 
1. ______________________________________________ 
 
2. ______________________________________________ 
 
3. ______________________________________________ 
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